Mandible fractures, the most common result of facial trauma in both adults and children, 1-3 are most often diagnosed in the emergency department. Their detection has been improved by routine use of computed tomography (CT), which is considered the gold standard for the diagnosis of bony injuries in facial trauma. 
routine use of antibiotics in the preoperative period is lacking and often incongruent with prescriber's practice. 6 
Importance
There have been remarkably few studies specifically evaluating the use of antibiotics in the period between injury and surgical repair. One retrospective analysis showed that pre-or postoperative antibiotics did not decrease infection rates when added to a standard perioperative antibiotic regimen in complex facial fractures, but isolated mandible fractures were excluded from this analysis. 7 Furr et al concluded that use of antibiotics in patients with mandible fractures at the time of injury or after repair was unrelated to the development of postoperative infection. 8 Recently, Gaal and colleagues reported that limiting antibiotics to the perioperative period in patients with mandible fractures did not significantly change the rate of surgical site infections. 9 There is literature that does support the use of preoperative antibiotics for comminuted mandible fractures, 6,10,11 but these reports group together preoperative and perioperative antibiotics in their analysis.
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Goals of This Investigation
The aim of this article is to evaluate use of oral antibiotics between the time of injury and surgical repair of mandible fractures and to analyze their effect on postoperative infection.
Methods Study Design and Participant Selection
We performed a retrospective observational study of patients with mandible fractures. After approval from the Institutional Review Board, all patients who had undergone operative repair of a mandible fracture between 2003 and 2013 by the Division of Plastic and Reconstructive Surgery were collected via a billing database search.
Data Collection
For each patient, basic demographic data, mechanism of injury, time from injury to surgery, fracture location, procedure performed, use of hardware for fixation, and smoking status were collected. In addition, use of antibiotics around the time of surgery was recorded, including preoperative antibiotic choice and duration. For this study, preoperative antibiotics were defined as systemic antibiotics prescribed at the time of the patient's injury, most often in the emergency department. All included patients in this study received a prescription for chlorhexidine rinse when they were evaluated at the time of injury. Perioperative antibiotics were given within 1 hour of surgical incision. 15 Postoperative complications, including infection (with culture/susceptibility results if available), hardware complications, and need for further operations, were also recorded. "Postoperative infection" included patients who developed local cellulitis, abscess, or osteomyelitis during postoperative follow-up. "Hardware complications" included loosening or exposure of internal mandibular fixation plates. Given these definitions, patients who had surgery the same day as their injury were excluded from this analysis (►Fig. 1). Additionally, patients for whom the use of preoperative antibiotics was unknown were excluded. A few patients received an unknown preoperative antibiotic, and these were included.
Analysis
Categorical variables, including postoperative complications (infection and hardware complications), were used to 
Results
Characteristics of Study Subjects
A total of 269 patients were eligible for inclusion in the study (►Fig. 1 . The most common antibiotics given perioperatively (in the operating room before incision) were cefazolin and clindamycin. There was no significant difference in the perioperative antibiotic agent chosen between the group of patients who received preoperative antibiotics and the group who did not (p ¼ 0.141).
Patients who received preoperative antibiotics were treated for an average of 6.3 AE 3.0 days (►Table 3). There was no difference in the time from injury to operative repair 
Discussion
A significant majority (80%) of patients treated for mandible fractures at our institution over a 10-year period received preoperative antibiotics between time of injury and operative repair. Most patients were discharged home from the There is, however, high-quality evidence for use of antibiotics immediately before surgical instrumentation of mandible fractures. 16 Two randomized controlled trials showed a statistically significant decrease in postoperative infections with perioperative antibiotics compared with control.
17,18
Evidence does not support continuation of antibiotic therapy through the postoperative period for reduction of infection. 18, 19 Given these and other data, Mundinger et al assigned a Grade A recommendation (based on the American Society of Plastic Surgeons Scale for Grading Recommendation guidelines) in favor of perioperative antibiotic and against postoperative antibiotic use in all types of mandible fractures.
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Regarding choice of antibiotic agent, ampicillin/sulbactam used perioperatively has a significantly lower rate of infection than either clindamycin or cefazolin. 20 Patients in this study received a variety of antibiotics perioperatively, including ampicillin/sulbactam in a minority of cases, but the perioperative agents used in patients treated with and without preoperative antibiotics were not significantly different. It is unlikely that perioperative antibiotic choice affected the postoperative infection rates seen in this study. Some confusion among treating physicians may have resulted from the terminology describing antibiotic use at the time of surgery in the literature. The term "preoperative antibiotics" is often used to refer to drugs given at the time of surgery, even though these may be more accurately called "perioperative antibiotics." Additionally, a recent review by Andreasen and colleagues uses the term "prophylactic antibiotics" to refer to both pre-and perioperative treatment.
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Although both situations involve preventing the spread of bacteria, the presurgical and surgical environments are vastly different.
Postoperative infection occurred at a higher rate in patients who received preoperative antibiotics (10 vs The limitations of our study are inherent to its retrospective, observational design. The accuracy of the reported data is dependent upon the accuracy of the medical record, and some instances of antibiotic administration or postoperative infection may have been omitted. This is especially true since some patients were treated before the widespread use of electronic medical records and data collection relied on scanned charts. The fact that all patients in our study presented to or were transferred to a single Level I trauma center could cause a selection bias for included patients. It is likely that patient factors not captured in the medical record had an influence on the decision to prescribe preoperative antibiotics. Additionally, the majority of patients in our study had mandible fractures in multiple locations, precluding an analysis of preoperative antibiotic use and complication risk stratified by location. However, the decision to prescribe preoperative antibiotics was made by the attending physician on duty as specified by a rotating call schedule. An adequately powered prospective randomized controlled trial would produce stronger evidence for or against a cause-and-effect relationship between preoperative antibiotics and postoperative infection.
Despite the aforementioned limitations, our study has drawn conclusions from a large longitudinal sample of patients treated for mandible fractures by multiple physicians. Our results provide evidence that preoperative antibiotics should not be routinely prescribed when patients with mandible fractures are treated in the emergency department and provide a basis for subsequent prospective analysis.
